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Introduction Discussion 
Lower limb ischaemia is a serious complication of 
abdominal aortic surgery and is usually caused by 
distal embolisation of atherosclerotic debris ("trash 
foot'). 1 Despite various technical and therapeutic 
manoeuvres an incidence of up to 10% is still reported, 
with the attendant risks of reoperation, amputation 
and renal failure. A simple technique to prevent distal 
embolisation is described. 
Technique 
Following preparation of the patient for abdominal 
aortic surgery the sites of femoral pulsation in the 
groin are marked with an indelible pen. Following 
completion of anastomoses the femoral arteries are 
occluded with firm fingertip ressure by operator and 
first assistant over the marked sites prior and during 
release of the proximal aortic clamp. We have found 
this manoeuvre to be associated with complete 
absence of Doppler flow signals distally. Any athero- 
sclerotic debris will preferentially enter the internal 
iliac system where its effects are less serious. Femoral 
occlusion is released 10 heart-beats after restoration of 
flow and adequate perfusion confirmed by return of 
pulsation. 
Before the advent of routine per-operative heparin 
administration distal ischaemia was reported follow- 
ing up to 25% of abdominal aortic operations. 1'2 
Although the incidence is now less than 10% it is 
commoner following emergency surgery 3 and asso- 
ciated with an increased morbidity and mortality. 4 The 
usual cause of ischaemia is embolisation of ather- 
omatous debris and various technical manoeuvres 
have been designed to prevent this. The initial release 
of the distal clamps allows retrograde flushing of 
debris. Fogarty embolectomy can be performed if 
femoral pulses are lost at the end of the procedure. 
Imperato suggested isolation of both external and 
internal iliac arteries allowing preferential reperfusion 
of blood and emboli into the internal iliac system 
immediately following completion of the anasto- 
moses) In his series of 700 operations, this technique 
was associated with severe leg ischaemia in only four 
cases (0.57%). However, the dissection adds time to 
the procedure, especially if a tube graft is being 
inserted, and may lead to venous damage. The 
method described here applies the same mechanism 
but has the advantage of being far easier and quicker. 
This is especially pertinent in the emergency situation. 
It has now been used in 90 cases of abdominal aortic 
surgery over the past 8 years in this hospital with no 
episodes of clinically apparent peripheral embolism. 
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